Introduction
Abscess of the spleen is a rather rare clinical entity. About 600 cases have been described so far in the international literature. 3 Splenic abscesses have diverse etiologies. The commonest cause is hematogenous seedling of the spleen from an infective focus elsewhere in the body; infective endocarditis being the commonest source and accounting for 10-20% of all cases. 4 The other infective causes include typhoid, malaria, urinary tract infection, pneumonias, osteomyelitis, otitis media -mastoiditis, and pelvic infections. Infections in contiguous areas like pancreatitis with infected collections, retroperitoneal and subphrenic abscesses, and diverticulitis may extend to involve the spleen. Splenic trauma is the other major cause of abscess. Areas of splenic infarction in disorders like hemoglobinopathies (especially sickle cell variant), leukemias, and polycythemia may get infected and evolve into splenic abscesses. Alcoholics, diabetics, intravenous drug abusers and immunosuppressed individuals including patients with AIDS and solid organ transplant recipients are more susceptible to developing a splenic abscess. Generally the suppurative infection of spleen is secondary and its primary focus is obscure because of its symptoms appearing after weeks or months following the disappearance of primary infection. On the other hand, splenic abscesses are uncommon in the general population. They are more frequently detected in middle-aged and older individuals, with no obvious preference for either sex.
The clinical manifestations of splenic abscesses usually are nonspecific, hence pose a diagnostic challenge. The classic triad of fever, splenomegaly and left upper quadrant abdominal pain is present only in one third of cases. 5 Leukocytosis is invariably present in all patients. Ultrasonography of the abdomen demonstrates hypoechoic (87%) or anechoic (13%) lesions in the spleen, outlined in most cases by irregular walls. 6, 7 A CECT scan of the abdomen is the most reliable tool for the diagnosis of a splenic abscess, which appears as a low density mass lesion with peripheral enhancement after intravenous contrast. The presence of a gas or fluid level within the spleen is diagnostic of a splenic abscess. The CT scan, by delineating the exact location of an abscess, also helps in planning therapeutic strategies like percutaneous drainage.
Untreated, a splenic abscess is associated with nearly 100% mortality. 5 A splenic abscess warrants prompt institution of therapy. Splenectomy with antibiotics is considered to be the treatment of choice. Recent trends in the management of a splenic abscess have evolved successful techniques which avoid a splenectomy. 5 This case is being presented for its rarity and successful conservative treatment strategy.
Case history
A 32-year-old male with a native kidney disease of Type III Collagen glomerulopathy underwent live related renal transplant in April 2015, the donor being his haplotype mother. He was maintaining normal graft function with triple immunosuppression, tacrolimus, mycophenolate mofetil and prednisolone. He was treated as inpatient with short course of antibiotics in October and November 2015 for short febrile illnesses with myalgia and left upper quadrant pain. CT scan of chest and US abdomen were normal in November 2015. He had leukocytosis with no growth in urine and blood cultures. In the first week of January 2016 he was admitted with 2 day history of fever, malaise, left upper quadrant pain and non-productive cough. On examination, he was febrile and had diminished breath sounds in left infra axillary and scapular regions with clinically non-palpable spleen. Lab tests revealed leukocytosis (22,800 cells/cumm) with predominant polymorphs (90%). Hemoglobin, platelet count, ESR, liver and renal function tests were normal. Serologies for HIV, HBV and HCV were negative. C-reactive protein was positive. CT scan of chest taken to assess the diminished breath sounds and USG abdomen taken to assess the left upper quadrant pain showed enlarged spleen with 8 cm Â 7 cm Â 7.5 cm thick walled abscesses in it ( Fig. 1) . Chest X-ray showed elevated left hemidiaphragm. Percutaneous drainage of the abscess was done and a pigtail catheter was placed inside the abscess cavity under real time US guidance (Fig. 2) . 100 ml of pus was drained on day 1. Pus culture grew methicillin resistant Staphylococcus aureus sensitive to vancomycin but blood culture was sterile. Echocardiogram was normal. He did not have any other obvious source of infection. He received injection vancomycin 1 g every 12 h intravenously for 3 weeks. Pigtail catheter was draining 50 ml/day of pus in the first week, which gradually decreased to zero by 14th day. USG abdomen performed after 24 h of the non-drainage revealed no residual abscess following which the pigtail catheter was removed. Follow up CT scan of abdomen after pigtail catheter withdrawal showed complete regression of abscess cavity (Fig. 3 ).
Discussion
Splenic abscess is a rare clinical entity with an incidence of 0.2-0.7% in autopsy-based studies. 1, 2 More over abscess of the spleen is a very rare entity in solid organ transplant recipients. Very few cases have been reported in renal transplant recipients so far.
In most cases, splenic abscesses present insidiously with fever (92.5%), left upper abdominal pain (39.2%), pleuritic chest pain (15.8%), and malaise. 8 Our patient presented with nonspecific symptoms like fever, malaise and non-productive cough and left upper quadrant pain.
Left upper quadrant tenderness (38.2%) and splenomegaly (56.0%) are the most frequently encountered signs on examination. 8 But our patient did not have the above signs; he only had diminished breath sounds in left lung base.
Like other cases reported in the literature leukocytosis was a prominent finding in our patient. Imaging study of lung and abdomen clinched the diagnosis in our patient. Hence for the diagnosis of splenic abscess high index of clinical suspicion and abdominal imaging is essential.
As our patient had a solitary thick walled abscess, we instituted spleen preserving treatment in the form of percutaneous drainage and intravenous antibiotics.
The spleen is important for proper immunologic function, and splenectomy carries an increased morbidity rate with the danger of overwhelming post-splenectomy infections. In addition, splenectomy in patients with splenic abscess has a significant mortality rate (14%) especially in elderly patients. 9 While it is recognized that percutaneous drainage may be appropriate for some patients initially, the high failure rate (14.3-75%) reported in the literature demonstrates that surgery still remains the standard treatment. 6 But in a case series including 16 patients reported by Ferraiolia et al., it has been concluded that US guided percutaneous aspiration of splenic abscesses was a safe and effective procedure. It can be used as a bridge to surgery in patients who are critically ill or have several comorbidities. Percutaneous aspiration may allow complete nonoperative healing of splenic abscesses or temporize patients at risk for surgery. 10 Thanos et al. concluded in a case series involving 11 patients that CT guided percutaneous drainage with CT guidance is a safe and effective alternative to surgery, allowing preservation of the spleen. It should be considered as the first line of treatment. 11 Percutaneous drainage is most apt when the abscess collection is unilocular or bilocular, with a discrete wall and no internal septations, and when its content is liquefied enough to be drained and located at the periphery and at the middle or lower pole of the spleen. In this study the success rate of percutaneous drainage of splenic abscesses was 51-72%. 11 The advantages of percutaneous drainage compared with surgery include external drainage without significant risks of intra-abdominal spillage, avoidance of preoperative complications, conservation of time and expense, better acceptance by the patient, and easier nursing care. Also, immunologic dysfunction after splenectomy is avoided, and this outcome is desirable, especially in young patients.
Complications associated with percutaneous drainage of splenic abscesses include hemorrhage, pleural empyema, pneumothorax (transpleural catheterization), and fistula. These complications are rarely encountered if the exclusion criteria are carefully followed. 11 In conclusion, splenic abscess is an extremely rare and potentially fatal entity in post-renal transplant patients. Early diagnosis and effective treatment have currently limited mortality rates to 10%. Percutaneous drainage with US/CT guidance is a safe and effective alternative to surgery, allowing preservation of the spleen. It should be considered as the first line of treatment in carefully selected patients.
